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Background: The SCORE (Systematic COronary Risk Evaluation) scale uses conventional risk factors for the prediction of
the 10-year risk of fatal atherosclerotic cardiovascular disease (CVD). The high-risk version of SCORE is recommended by
the European Society of Cardiology for use in the populations of Central and Eastern Europe and former Soviet Union
(CEE/FSU). Given the role of hazardous alcohol consumption as an important determinant of CVD mortality in CEE/FSU
men, this study investigated whether adding hazardous drinking characteristics to the high-risk SCORE improves
its prognostic performance in contemporary population-based male CEE/FSU cohorts.
Methods: The HAPIEE (Health, Alcohol, and Psychosocial factors In Eastern Europe) study follows Czech (seven
towns), Polish (Krakow), and Russian (Novosibirsk) cohorts from 2002–2005. In HAPIEE men (n = 8,927), 264
atherosclerotic cardiovascular deaths were registered over the median follow-up time of 6.2-8.1 years.
Results: In HAPIEE men, the baseline levels of the high-risk SCORE ≥5% significantly predicted fatal CVD. After
controlling for the high-risk SCORE, binge drinking (drinking ≥100 g of ethanol at least once a month) and
problem drinking (≥2 positive answers to CAGE questionnaire) were inconsistently associated with fatal CVD.
No marked improvement in calibration and discrimination was observed for the high-risk SCORE extended by
these hazardous drinking indicators, and all values of integrated discrimination improvement were <0.5%.
Conclusions: Extending the high-risk SCORE by hazardous drinking parameters failed to improve its prognostic
performance across male CEE/FSU population samples. Our findings tentatively support the use of the original
high-risk SCORE in male CEE/FSU populations. More research is needed on the potential use of hazardous drinking in
cardiovascular risk prediction.
Keywords: Cardiovascular mortality and risk factors, SCORE scale, Hazardous drinking, Central and Eastern Europe,
Former Soviet UnionBackground
The SCORE (Systematic COronary Risk Evaluation) scale
is a widely used instrument for assessing the risk of future
cardiovascular disease (CVD) across European popula-
tions [1]. SCORE uses the information on age, gender,
blood lipids, blood pressure (BP), and smoking in order to* Correspondence: o.vikhireva@ucl.ac.uk
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high and low background risk of atherosclerotic CVD
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spectively. The European Society of Cardiology (ESC)
recommends applying the high-risk SCORE to the pop-
ulations of Central and Eastern Europe (CEE) and former
Soviet Union (FSU) [2], even though this version was
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the SCORE prognostic performance by adding resting
heart rate [3], high-density lipoprotein cholesterol [4], and
other factors [5,6] to the model based on conventional
risk determinants. Across CEE/FSU populations, which
still face high levels of CVD mortality [7], male hazardous
alcohol consumption is one of the potential candidates for
inclusion in cardiovascular risk models, together with con-
ventional risk factors [7-10]. Although several standar-
dised instruments for the hazardous drinking assessment
exist, the prognostic performance of alcohol-extended
CVD risk scales has never been examined in CEE/FSU.
Our study aimed to investigate whether the high-risk
SCORE calibration and discrimination in men improve
after extension by hazardous drinking characteristics, using
the individual-level data from three contemporary
population-based CEE/FSU cohorts.
Methods
Study population and samples
The HAPIEE (Health, Alcohol, and Psychosocial factors
In Eastern Europe) study is an ongoing multi-centre
study of CVD and other chronic conditions in CEE/
FSU [11]. It follows random population samples from the
Czech Republic (Havířov/Karviná, Hradec Králové, Jihlava,
Kroměříž, Liberec, and Ústí nad Labem), Poland (Krakow),
Russia (Novosibirsk), and Lithuania (Kaunas) since the
baseline assessment (2002–2005; 2006–2008 in Kaunas)
for cause-specific mortality and non-fatal CVD. As the
Lithuanian cohort entered the study later and had fewer
CVD deaths, it was excluded from the present analyses.
The numbers of sampled and examined male subjects,
baseline examination years, and response rates are pre-
sented in Table 1. At baseline, a questionnaire survey and a
physical examination, with a fasting venous blood sample
collection, were performed. Mortality data were obtained
from national (the Czech Republic) and local (Poland and
Russia) registers [11]. The adjudication process for CVD
deaths in HAPIEE was extensive, combining data from
death certificates with information from CVD registers,
autopsy records, and other sources [11]. In the presentTable 1 Sample selection
Czech
Republic
Poland Russia
Baseline, year (response rate, %) 2002-2005
(55)
2002-2005
(61)
2002-2005
(61)
Recruited, N 4,124 5,230 4,269
Within the study age range, N 4,077 5,230 4,264
No pre-existing CVD, N 3,405 3,986 3,254
No missing SCORE values, N 2,659 3,456 3,246
No missing values of SCORE and
binge and problem drinking, N
2,517 3,196 3,214analyses, the follow-up time was until the end of 2011
for the Czech Republic and the end of 2010 for Poland
and Russia, or the date of death, or the date of last con-
tact for those lost to follow-up. The percentage of par-
ticipants lost to follow-up was lowest in Russia (1%) and
highest in Poland (5%), mainly due to withdrawal from the
study.
As SCORE predicts cardiovascular risk in individuals
over 40 and without pre-existing atherosclerotic CVD [1],
we excluded subjects aged <40 at baseline and those
with medical evidence or a self-reported history of doctor-
diagnosed myocardial infarction, angina, or stroke. In
Czech and Polish samples, the study questionnaire was
completed at home, prior to medical examination in a
clinic. This explains the smaller proportion of Czech and
Polish participants with non-missing data. Relatively few
women reported hazardous drinking, therefore, only men
were included in these analyses. Overall, 8,927 men had
available data on baseline SCORE levels and hazardous
drinking characteristics (Table 1).
The HAPIEE protocol was approved by the University
College London/University College London Hospital Ethics
Committee (London, UK) and by local ethics commit-
tees at each study centre: the National Institute of Public
Health Ethics Committee (Prague, the Czech Republic),
the Jagellonian University Ethics Committee (Krakow,
Poland), and the Institute of Internal and Preventive
Medicine Ethics Committee (Novosibirsk, Russia) [11].
All participants provided written informed consent.
Measurements
The SCORE risk predictors include age, sex, smoking
status, total cholesterol (TC), and systolic BP (SBP). The
measurement of these parameters in HAPIEE participants
is described in detail elsewhere [11,12]. Individuals cur-
rently and regularly smoking at least one cigarette per day
were classified as current smokers; never and ex-smokers
were considered non-smokers, according to the SCORE
criteria [1]. SBP and TCH measurement was subjected to
extensive quality control.
Our additional risk factors of interest were binge drinking
and problem drinking (positive CAGE score) [11]. Annual
alcohol consumption and drinking patterns in HAPIEE
were estimated by the graduated frequency (GF) method
[13,14], which assesses how often during the past 12 months
more than a specific amount of alcohol (approximately 0.5
drinks, 1–2, 3–4, 5–6, 7–9, or ≥10 drinks) was consumed;
the frequency is measured on a nine-point scale, ranging
from “never” to “every day”. Based on the GF data, we de-
fined male binge drinking as consumption of ≥100 g of
ethanol per drinking session at least once a month. The
presence of alcohol-related problems in the last 12 months
was assessed by the CAGE questionnaire [15], which asked
whether the person had felt he/she should cut down on
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criticising his/her drinking; whether the person had felt bad
or guilty about his/her drinking; and whether he/she had a
drink first thing in the morning. Participants with ≥2 posi-
tive answers were considered problem drinkers.
In line with SCORE end-points [1], the study outcome
was atherosclerotic cardiovascular death (International
Classification of Diseases 10 codes: I10-I15, I20-I25, I44-
I73 (except I45.6, I51.4, I52, I60, I62, I67.1, I67.5 and
I67.7), R96.0, and R96.1).
Statistical analyses
We used the high-risk SCORE version, which is recom-
mended by the ESC for CEE/FSU populations [2], to
predict the risk of fatal atherosclerotic CVD in all male
HAPIEE samples. The recently introduced Czech and Pol-
ish SCORE versions were not used, as they lack a detailed
description of their development and recalibration and are
very similar to the original high-risk SCORE scale [16,17].
The prognostic performance of risk prediction scales,
such as SCORE, is assessed via calibration and discrim-
ination [18,19]. Calibration shows how close the predicted
and observed risks are. Discrimination demonstrates how
accurately the participants who will experience events
(such as fatal CVD) during the follow-up are separated
from those who will remain event-free. Better calibration
and discrimination are denoted, respectively, by lower χ2
values and higher p-values in the Hosmer-Lemeshow test
[20] and higher values of the Harrell’s C-statistic [21]. The
additional prognostic value of extra risk predictors could
be assessed in likelihood ratio tests (LRT). Lower LRT
p-values signify more pronounced differences between
the nested baseline and extended models and, therefore,
better predictive performance of the latter. Recently in-
troduced and more clinically relevant parameters of risk
reclassification are net reclassification index and integrated
discrimination improvement (IDI). As our additional risk
factors were dichotomized and, hence, specific to HAPIEE
samples, we used IDI, which is relatively independent of
risk cut-offs and categories and reflects the ability of
the extended model to improve average sensitivity with-
out compromising average specificity [22,23].
We performed our analyses of the prognostic ability of
the extended high-risk SCORE separately in each sam-
ple. Our extended models included hazardous drinking
parameters and SCORE values calculated with the high-
risk SCORE chart (an equivalent of assessing drinking
patterns of an individual after calculating their SCORE
risk levels). A similar approach was used in some other
studies of the extended SCORE [5,6], and it was demon-
strated that the models with calculated SCORE values and
those with fitted SCORE variables perform similarly [5]. In
our analyses, we first explored the role of high-risk SCORE,
binge drinking, and problem drinking as cardiovascularmortality predictors, using Cox regression models. Then
we estimated calibration and discrimination of the high-
risk SCORE extended by hazardous drinking parameters,
calculating Hosmer-Lemeshow χ2, Harrell’s C, LRT p,
and IDI. The baseline Model 1 (high-risk SCORE only)
was compared to Model 2 (high-risk SCORE and binge
drinking), Model 3 (high-risk SCORE and problem drink-
ing), and Model 4 (high-risk SCORE, binge drinking, and
problem drinking). We were aware that the relatively small
number of atherosclerotic CVD deaths in Czech and Polish
samples could affect the prognostic performance of the ex-
tended high-risk SCORE. Therefore, the results for these
samples should be interpreted with caution.
The use of Cox proportional hazards regression models
was justified by the high p-values in Schoenfeld’s test. The
competing-risk regression analyses [24], which take into ac-
count the risk of death from causes other than atheroscler-
otic CVD, produced very similar results (not presented) to
those of standard Cox analyses. No significant interactions
between the high-risk SCORE and hazardous drinking
indicators were detected. In HAPIEE samples, alcohol
consumption frequency demonstrated a J- or U-shaped
association with fatal CVD (not presented). The avail-
able HAPIEE data did not permit the differentiation be-
tween never-drinkers and ex-drinkers, and excluding all
self-reported never-drinkers would substantially reduce
the sample size. Therefore, our analyses focused on binge
and problem drinking. Simultaneously extending the high-
risk SCORE by these two variables was possible, due to
low values of phi correlation coefficient (not presented).
To enable comparisons between non-extended and ex-
tended models, the analyses included only subjects with
known values of SCORE and hazardous drinking charac-
teristics. The high-risk SCORE calibration was affected by
the fact that the current follow-up of HAPIEE samples is
less than 10 years (Table 2). However, our focus was on
the calibration changes after the high-risk SCORE exten-
sion by binge and problem drinking, rather than on
SCORE calibration per se. As the Hosmer-Lemeshow test
quantifies the agreement between predicted and observed
events across risk deciles, it was applied to the non-
dichotomised high-risk SCORE, which treats individual
levels of absolute risk (percentages in the respective
SCORE chart cells) as a continuous variable. All statistical
analyses were performed using Stata/IC 12.0 (StataCorp
LP, Texas, USA).
Results
Description of the study samples
The characteristics of male HAPIEE samples are presented
in Table 2. At baseline, the mean age of participants was
close to 57 years, with relatively similar sizes of the five-
year age groups. Smoking prevalence was higher in Russian
men (>50%), compared to Czech and Polish men (<35%).
Table 2 Sample characteristics
Czech
Republic
Poland Russia
N 2,517 3,196 3,214
Mean age (SD), years 57.9 (7.1) 57.1 (6.9) 57.5 (7.0)
Age groups, %
45-49 17.4 20.6 18.9
50-54 20.0 21.4 21.3
55-59 20.8 21.8 21.6
60-64 21.3 18.5 18.2
65+ 20.6 17.8 20.0
Current smoking, % 26.6 33.1 51.2
Mean TC (SD), mmol/l 5.7 (1.0) 5.8 (1.1) 6.0 (1.2)
Mean SBP (SD), mm Hg 143.7 (18.5) 141.6 (20.2) 141.6 (22.6)
Binge drinking, % 18.1 9.7 33.0
Problem drinking, % 10.0 9.2 20.8
Median follow-up (IQR), years 8.1 (7.7-8.9) 7.1 (6.9-7.7) 6.2 (5.7-7.0)
Atherosclerotic cardiovascular
deaths, N (%)
60 (2.4) 55 (1.7) 159 (5.0)
IQR, interquartile range; SBP, systolic blood pressure; SD, standard deviation;
TC, total cholesterol.
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The highest mean SBP levels (144 mm Hg) were observed
for Czech men. The hazardous drinking prevalence in
Russian men was twice as high as in their Czech and
Polish counterparts. Despite the shortest follow-up period,
the percentage of atherosclerotic CVD deaths in Russian
men (5%) was higher than that in Czech and Polish
men (2%).
SCORE performance and hazardous drinking
In all HAPIEE samples, the baseline high-risk SCORE ≥5%
significantly predicted the risk of CVD mortality over the
subsequent 6.2-8.1 years, both before and after adjustment
for hazardous drinking (adjusted HR 3.6-8.6; Table 3). Due
to the current follow-up being under 10 years, the sample-
specific numbers of CVD deaths were relatively low, and
95% confidence intervals were wide. There was little evi-
dence that either parameter of hazardous drinking is a
significant predictor of fatal CVD after adjustment for
high-risk SCORE. In Polish men, problem drinking ap-
peared a significant predictor of fatal CVD even after
adjustment for high-risk SCORE and binge drinking,
but this sample had the lowest number of atherosclerotic
cardiovascular deaths (n = 55).
Hosmer-Lemeshow χ2 values were relatively low for the
original high-risk SCORE, with Russian men as the only
exception. The high-risk SCORE extension by binge or
problem drinking only slightly reduced, or even increased,
χ2 values and, therefore, demonstrated either minimal or
no calibration improvement.For all samples, the inclusion of binge and problem
drinking in the high-risk SCORE resulted in a modest
increase in Harrell’s C-statistics. This increase was the
most pronounced in Polish men (from 0.63 for Model 1
to 0.66 for Model 4). All LRT p-values were relatively
high: the lowest ones were observed in Polish men (0.03;
Model 3). The degree of discrimination improvement,
quantified by IDI, was below 0.5% in all samples. Over-
all, calibration and discrimination of the original, non-
extended high-risk SCORE appeared to be similar, or only
marginally worse, compared to the performance of the high-
risk SCORE extended by hazardous drinking indicators.
Discussion
To the best of our knowledge, this is the first attempt to
investigate the prognostic performance of the high-risk
SCORE extended by hazardous drinking in CEE/FSU male
population samples. The high-risk SCORE significantly
predicted atherosclerotic cardiovascular mortality in
HAPIEE men, both before and after adjustment for haz-
ardous alcohol consumption. On the other hand, adding
binge and problem drinking to the high-risk SCORE did
not substantially improve its calibration and discrimin-
ation, which supports the use of the original, non-extended
instrument.
Strengths and limitations
Several methodological issues should be considered when
interpreting our results. First, although HAPIEE samples
are not representative of the whole countries, they are the
best available CEE/FSU sources of individual-level cohort
data on the levels of cardiovascular risk factors and fatal
CVD in the 2000s.
Second, as in most studies, HAPIEE participants were
likely to be healthier than non-responders to the baseline
survey and those lost to follow-up. This possible discrep-
ancy could be enhanced by the complete case analyses
and dilute the association of interest. The available mul-
tiple imputation methods employ the assumption of data
missing (completely) at random [25,26], which was un-
likely to be met in our samples. In addition, the Cox
regression results across the samples with the highest
SCORE missingness were similar for complete and multiply
imputed data (not presented). Therefore, the possible selec-
tion bias due to non-response and SCORE missingness was
unlikely to substantially affect the strength of the associ-
ation between cardiovascular risk factors and mortality.
Third, binge drinking and problem drinking are only two
parameters out of the wide range of alcohol consumption
characteristics which potentially influence cardiovascular
risk. On the other hand, the comparability, validity, and
reliability of binge and problem drinking as hazardous
alcohol consumption parameters have been previously
demonstrated for male HAPIEE populations [27]. The
Table 3 Prognostic performance of the high-risk SCORE before and after inclusion of binge and problem drinking
Czech Republic Poland Russia
Model 1 (SCORE only)
SCORE HR (95% CI) 8.64 (3.13-23.82) 3.50 (1.71-7.14) 7.00 (3.69-13.28)
Hosmer-Lemeshow χ2 (p)a 9.21 (0.33) 5.98 (0.54) 46.71 (<0.01)
Harrell’s C 0.6586 0.6262 0.6276
Model 2 (SCORE and binge drinking)
SCORE HR (95% CI) 8.56 (3.11-23.62) 3.50 (1.71-7.15) 6.99 (3.69-13.27)
Binge drinking HR (95% CI) 0.74 (0.35-1.55) 1.36 (0.62-3.01) 1.15 (0.83-1.59)
Hosmer-Lemeshow χ2 (p)a 11.07 (0.20) 7.57 (0.48) 38.61 (<0.01)
Harrell’s C 0.6694 0.6321 0.6404
LRT p 0.40 0.46 0.40
IDI, % (p) 0.039 (0.32) 0.013 (0.68) 0.043 (0.27)
Model 3 (SCORE and problem drinking)
SCORE HR (95% CI) 8.62 (3.12-23.76) 3.57 (1.75-7.30) 7.00 (3.69-13.28)
Problem drinking HR (95% CI) 0.64 (0.23-1.77) 2.34 (1.18-4.65) 1.21 (0.84-1.74)
Hosmer-Lemeshow χ2 (p)a 8.82 (0.36) 14.85 (0.06) 38.27 (<0.01)
Harrell’s C 0.6674 0.6525 0.6364
LRT p 0.36 0.03 0.32
IDI, % (p) 0.053 (0.15) 0.220 (0.09) 0.041 (0.33)
Model 4 (SCORE, binge drinking, and problem drinking)
SCORE HR (95% CI) 8.56 (3.10-23.61) 3.60 (1.75-7.30) 7.00 (3.69-13.27)
Binge drinking HR (95% CI) 0.79 (0.37-1.71) 0.98 (0.41-2.32) 1.10 (0.77-1.56)
Problem drinking (95% CI) 0.69 (0.24-1.97) 2.36 (1.12-4.97) 1.16 (0.79-1.72)
Hosmer-Lemeshow χ2 (p)a 11.68 (0.17) 15.20 (0.06) 38.86 (<0.01)
Harrell’s C 0.6705 0.6611 0.6443
LRT p 0.54 0.09 0.53
IDI, % (p) 0.071 (0.13) 0.219 (0.09) 0.060 (0.21)
CI, confidence interval; IDI, integrated discrimination improvement; HR, hazard ratio; LRT, likelihood ratio test. aCalculated for continuous high-risk SCORE.
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underestimating the actual consumption, satisfactorily
reflect the ranking of participants in terms of their drink-
ing behaviour. Their inclusion in the high-risk SCORE
was justified by the findings of several previous studies on
heavy or hazardous drinking as an important cause of car-
diovascular mortality in CEE/FSU [8-10].
Fourth, across HAPIEE samples, it was not feasible to
differentiate between never- and ex-drinkers, as well as
between participants who could never be considered as
hazardous drinkers and those with previous history of
hazardous drinking. This might have reduced the strength
of the association between current hazardous alcohol
consumption and fatal CVD in HAPIEE men. At the same
time, the evidence from the subsample of Novosibirsk
men suggested that their drinking patterns were suffi-
ciently stable over a six-year period [8].
Finally, the baseline levels of conventional and additional
risk factors could have changed during the follow-up period
and, therefore, result in potential regression dilution bias,or underestimation of the association of interest [28]. How-
ever, the general concept of risk prediction implies focusing
on the current exposure levels, in order to estimate the
future risk of the outcome.
Consistency with other studies
The validity of our findings, despite the potential limitations
mentioned above, is supported by the general agreement
between the levels of major risk factors and CVD mortality
in HAPIEE samples and the respective national cross-
sectional estimates and trends presented in the WHO
Global InfoBase [29] and WHO systematic reviews [30-32].
Across all HAPIEE samples, the high-risk SCORE
remained a significant predictor of CVD death after ac-
counting for binge and problem drinking. We are unaware
of any published CEE/FSU or Western studies adjusting
the effects of SCORE by alcohol consumption parameters.
The absence of consistent, significant associations between
hazardous drinking and fatal CVD (negative and mixed
results for binge and problem drinking, respectively) in
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vious studies in Russian men [8-10]. However, alcohol
was not associated with increased CVD risk among par-
ticipants of the Russian Lipid Research Clinics Study [33]
and men from St. Petersburg [34] and Arkhangelsk [35].
The potential explanations of the absence of consistent
alcohol effects in our study include the relatively short
follow-up time, low numbers of atherosclerotic CVD deaths
in the currently available data (particularly in the Czech
and Polish samples), and the potential changes in drinking
behavior over time. Multiple mechanisms of adverse car-
diovascular effects of hazardous alcohol consumption
involve conventional risk factors, such as blood pressure
and cholesterol [36]. Controlling for these factors, which
are included in SCORE, might over-adjust the association
between hazardous drinking and fatal CVD. In addition,
the magnitude of the alcohol effects on cardiovascular risk
could be markedly influenced by recent episodes of
hazardous drinking, and, hence, be larger in case–control
vs. cohort studies [9,10]. Moreover, the exact mechanisms
underlying the link between hazardous drinking and
atherosclerotic vs. non-atherosclerotic fatal CVD remain un-
clear. It has been suggested that in Russia, alcohol-related
non-atherosclerotic CVD (such as alcoholic cardiomyopathy
leading to fatal arrhythmias and heart failure) and acute
alcohol poisoning could potentially be misclassified as
acute ischemic heart disease, and this may drive the as-
sociation between alcohol and cardiovascular mortality
[10,37-39]. The regional and temporal variability in the
relative impact of such misclassification on fatal CVD
rates could explain, at least partly, the mixed findings
on the role of alcohol as the determinant of CVD in
CEE/FSU. In this context, the present results should be
regarded as lacking clear evidence of an association be-
tween hazardous drinking and cardiovascular mortality,
rather than proving the absence of an association.
In our study, adding hazardous drinking parameters did
not substantially improve calibration or discrimination of
the high-risk SCORE. We were unable to identify any
CEE/FSU or Western studies which have investigated
the prognostic performance of the alcohol-extended
SCORE or another cardiovascular risk scale. Moreover,
no existing cardiovascular risk scale includes any drinking
parameters.
Conclusion
To summarise, the prospective individual-level Czech,
Polish, and Russian data from three large population
samples have shown that the high-risk SCORE signifi-
cantly predicts CVD mortality in men both before and
after adjustment for hazardous drinking characteristics. At
the same time, the improvement in calibration and discrim-
ination of the extended high-risk SCORE has been minimal.
The implications of these findings can be summarised asfollows. First, our results tentatively support the use of the
original high-risk SCORE in the male CEE/FSU popula-
tions. However, due to the mixed evidence on the associ-
ation between hazardous alcohol consumption and fatal
CVD, further research is needed on hazardous drinking
as a CVD risk factor, particularly in CEE/FSU. Future
studies may show that other measures (such as surrogate/
non-beverage drinking), when added to SCORE separately
or in combination, could improve the SCORE prognostic
performance in specific populations. Second, there is a
growing interest in the use of extended risk models among
individuals at intermediate risk [16,40,41]. The latest ESC
guidelines [2], published after our findings were obtained,
recommend the novel biomarker measurement and
cardiovascular imaging among asymptomatic adults at
“moderate risk” (SCORE ≥1% and <5%). Therefore, it
is important to investigate whether additional risk fac-
tors provide clinically and statistically significant im-
provement in the SCORE performance among people
with intermediate risk levels. Finally, our findings have
confirmed the key role of conventional risk factors. Their
control at both the population and individual levels should
reduce the CVD burden in CEE/FSU and prevent the
reversal of declining CVD rates in other populations
[2,42,43].
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
All authors have made substantial contributions to study conception and
design, as well as to data acquisition and interpretation. OV performed
statistical analyses. OV, HP, and MB drafted the manuscript. All authors have
been involved in critically revising the manuscript for important intellectual
content and have given final approval of the version to be published.
Acknowledgements
The HAPIEE study has been supported by the Wellcome Trust (grant
numbers 064947/Z/01/Z, 081081/Z/06/Z); the National Institute of Aging
(1R01 AG23522); and the MacArthur Foundation (71208). The funding
agencies had no role in the study design; in the collection, analysis, and
interpretation of the data; in writing the manuscript; or in the decision to
submit it for publication. The authors thank the study participants and local
collaborators in the Czech Republic, Poland, and Russia.
Author details
1Epidemiology and Public Health Department, University College London,
London, UK. 2National Institute of Public Health, Prague, Czech Republic.
3Institute of Internal and Preventive Medicine, Siberian Branch of the Russian
Academy of Medical Sciences, Novosibirsk, Russia. 4Novosibirsk State Medical
University, Novosibirsk, Russia. 5Department of Epidemiology and Population
Sciences, Institute of Public Health, Faculty of Health Sciences, Jagiellonian
University Medical College, Krakow, Poland.
Received: 11 December 2013 Accepted: 6 November 2014
Published: 20 November 2014
References
1. Conroy RM, Pyorala K, Fitzgerald AP, Sans S, Menotti A, De Backer G,
Ducimetiere P, Jousilahti P, Keil U, Njolstad I, Oganov RG, Thomsen T,
Tunstall-Pedoe H, Tverdal A, Wedel H, Whincup P, Whilhelmsen L, Graham IM:
Estimation of ten-year risk of fatal cardiovascular disease in Europe: the
SCORE project. Eur Heart J 2003, 24:987–1003.
Vikhireva et al. BMC Public Health 2014, 14:1187 Page 7 of 8
http://www.biomedcentral.com/1471-2458/14/11872. Perk J, De Backer G, Gohlke H, Graham I, Reiner Z, Verschuren M, Albus C,
Benlian P, Boysen G, Cifkova R, Deaton C, Ebrahim S, Fisher M, Germano G,
Hobbs R, Hoes A, Karadeniz S, Mezzani A, Prescott E, Ryden L, Scherer M,
Syvanne M, Scholte Op Reimer WJM, Vrints C, Wood D, Zamorano JL,
Zannad F: European Guidelines on cardiovascular disease prevention in
clinical practice (version 2012). The Fifth Joint Task Force of the
European Society of Cardiology and Other Societies on Cardiovascular
Disease Prevention in Clinical Practice (constituted by representatives of
nine societies and by invited experts). Developed with the special
contribution of the European Association for Cardiovascular Prevention
& Rehabilitation (EACPR). Eur Heart J 2012, 3:1635–1701.
3. Cooney MT, Dudina A, De Bacquer D, Fitzgerald A, Conroy R, Sans S,
Menotti A, De Backer G, Jousilahti P, Keil U, Thomsen T, Whincup P, Graham I:
How much does HDL cholesterol add to risk estimation? A report from the
SCORE Investigators. Eur J Cardiovasc Prev Rehabil 2009, 16:304–314.
4. Cooney MT, Vartiainen E, Laatikainen T, Joulevi A, Dudina A, Graham I:
Simplifying cardiovascular risk estimation using resting heart rate.
Eur Heart J 2010, 31:2141–2147.
5. Schottker B, Muller H, Rothenbacher D, Brenner H: Fasting plasma glucose
and HbA(1c) in cardiovascular risk prediction: a sex-specific comparison
in individuals without diabetes mellitus. Diabetologia 2013, 56:92–100.
6. Sehestedt T, Jeppesen J, Hansen TW, Wachtell K, Ibsen H, Torp-Pedersen C,
Hildebrandt P, Olsen MH: Risk prediction is improved by adding markers
of subclinical organ damage to SCORE. Eur Heart J 2010, 31:883–891.
7. World Health Organisation: Health for All database. http://data.euro.who.
int/hfamdb.
8. Malyutina S, Bobak M, Kurilovitch S, Gafarov V, Simonova G, Nikitin Y,
Marmot M: Relation between heavy and binge drinking and all-cause
and cardiovascular mortality in Novosibirsk, Russia: a prospective cohort
study. Lancet 2002, 360:1448–1454.
9. Leon DA, Saburova L, Tomkins S, Andreev E, Kiryanov N, McKee M,
Shkolnikov VM: Hazardous alcohol drinking and premature mortality in
Russia: a population based case–control study. Lancet 2007, 369:2001–2009.
10. Zardize D, Brennan P, Boreham J, Boroda A, Karpov R, Lazarev A,
Konobeevskaya I, Igitov V, Terechova T, Boffetta P, Peto R: Alcohol and
cause-specific mortality in Russia: a retrospective case–control study of
48,557 adult deaths. Lancet 2009, 373:2201–2214.
11. Peasey A, Bobak M, Kubinova R, Malyutina S, Pajak A, Tamosiunas A, Pikhart H,
Nicholson A, Marmot M: Determinants of cardiovascular disease and other
non-communicable diseases in Central and Eastern Europe: rationale and
design of the HAPIEE study. BMC Public Health 2006, 6:255.
12. Vikhireva O, Pajak A, Broda G, Malyutina S, Tamosiunas A, Kubinova R,
Simonova G, Skodova Z, Bobak M, Pikhart H: SCORE performance in
Central and Eastern Europe and former Soviet Union: MONICA and
HAPIEE results. Eur Heart J 2014, 35:571–577.
13. Greenfield TK: Ways of measuring drinking patterns and the difference
they make: experience with graduated frequencies. J Subst Abuse 2000,
12:33–49.
14. Rehm J: Measuring quantity, frequency, and volume of drinking.
Alcohol Clin Exp Res 1998, 22:4S–14S.
15. Ewing JA: Detecting alcoholism. The CAGE questionnaire.
JAMA 1984, 252:1905–1907.
16. Cifkova R, Byma S, Ceska R, Horky K, Karen I, Kunesova M, Kralikov E,
Rosolova H, Roztocil K, Soska V, Skhra J: Prevence kardiovaskularnich
onemocneni v dospelem veku. Spolecne doporuceni ceskych odbornych
spolecnosti. Supplementum Cor Vasa 2005, 47:3–14.
17. Podolec P, Kopec G, Pajak A, Undas A, Kozek E, Tykarski A, Naruszewicz M,
Stanczyk J, Opala G, Godycki-Cwirko M, Rynkiewicz A, Torbicki A, Musial J:
Polish forum for prevention guidelines on cardiovascular risk assessment.
Kardiol Pol 2007, 65:100–104.
18. Hlatky MA, Greenland P, Arnett DK, Ballantyne CM, Criqui MH, Elkind MS,
Go AS, Harrell FE Jr, Hong Y, Howard BV, Howard VJ, Hsue PY, Kramer CM,
McConnell JP, Normand SL, O’Donnell CJ, Smith SC Jr, Wilson PW: Criteria
for evaluation of novel markers of cardiovascular risk: a scientific
statement from the American Heart Association. Circulation 2009,
119:2408–2416.
19. Royston P, Moons KG, Altman DG, Vergouwe Y: Prognosis and prognostic
research: Developing a prognostic model. BMJ 2009, 338:b604.
20. Hosmer DW, Hosmer T, Le Cessie S, Lemeshow S: A comparison of
goodness-of-fit tests for the logistic regression model. Stat Med 1997,
16:965–980.21. Harrell FE Jr, Lee KL, Mark DB: Multivariable prognostic models: issues in
developing models, evaluating assumptions and adequacy, and
measuring and reducing errors. Stat Med 1996, 15:361–387.
22. Pencina MJ, D’Agostino RB Sr, D’Agostino RB Jr, Vasan RS: Evaluating the
added predictive ability of a new marker: from area under the ROC
curve to reclassification and beyond. Stat Med 2008, 27:157–172.
23. Pencina MJ, D’Agostino RB, Vasan RS: Statistical methods for assessment
of added usefulness of new biomarkers. Clin Chem Lab Med 2010,
48:1703–1711.
24. Fine JP, Gray RJ: A proportional hazards model for the subdistribution of
a competing risk. J Am Stat Assoc 1999, 94:496–509.
25. Donders AR, van der Heijden GJ, Stijnen T, Moons KG: Review: a gentle
introduction to imputation of missing values. J Clin Epidemiol 2006,
59:1087–1091.
26. Rubin DB: Multiple imputation after 18+ years. J Am Stat Assoc 1996,
91:473–489.
27. Bobak M, Pikhart H, Kubinova R, Malyutina S, Pajak A, Sebakova H, Topor-Madry R,
Nikitin Y, Caan W, Marmot M: The association between psychosocial
characteristics at work and problem drinking: a cross-sectional study
of men in three Eastern European urban populations. Occup Environ
Med 2005, 62:546–550.
28. Clarke R, Shipley M, Lewington S, Youngman L, Collins R, Marmot M,
Peto R: Underestimation of risk associations due to regression
dilution in long-term follow-up of prospective studies. Am J Epidemiol
1999, 150:341–353.
29. World Health Organisation: Global InfoBase. https://apps.who.int/infobase/
Index.aspx.
30. Farzadfar F, Finucane MM, Danaei G, Pelizzari PM, Cowan MJ,
Paciorek CJ, Singh GM, Lin JK, Stevens GA, Riley LM, Ezzati M:
National, regional, and global trends in serum total cholesterol
since 1980: systematic analysis of health examination surveys and
epidemiological studies with 321 country-years and 3.0 million
participants. Lancet 2011, 377:578–586.
31. Danaei G, Finucane MM, Lin JK, Singh GM, Paciorek CJ, Cowan MJ, Farzadfar F,
Stevens GA, Lim SS, Riley LM, Ezzati M: National, regional, and global trends
in systolic blood pressure since 1980: systematic analysis of health
examination surveys and epidemiological studies with 786 country-years
and 5.4 million participants. Lancet 2011, 377:568–577.
32. World Health Organisation: Global Status Report on Alcohol and Health.
Geneva: World Health Organisation; 2011.
33. Deev A, Shestov D, Abernathy J, Kapustina A, Muhina N, Irving S:
Association of alcohol consumption to mortality in middle-aged U.S.
and Russian men and women. Ann Epidemiol 1998, 8:147–153.
34. Plavinski SL, Plavinskaya SI, Klimov AN: Social factors and increase in
mortality in Russia in the 1990s: prospective cohort study. BMJ 2003,
326:1240–1242.
35. Sidorenkov O, Nilssen O, Grjibovski AM: Determinants of cardiovascular
and all-cause mortality in northwest Russia: a 10-year follow-up study.
Ann Epidemiol 2012, 22:57–65.
36. Roerecke M, Rehm J: Irregular heavy drinking occasions and risk of
ischemic heart disease: a systematic review and meta-analysis.
Am J Epidemiol 2010, 171:633–644.
37. Zaridze D, Maximovitch D, Lazarev A, Igitov V, Boroda A, Boreham J, Boyle P,
Peto R, Bofetta P: Alcohol poisoning is a main determinant of recent
mortality trends in Russia: evidence from a detailed analysis of mortality
statistics and autopsies. Int J Epidemiol 2009, 38:143–153.
38. Shkolnikov VM, McKee M, Chervyakov VV, Kyrianov NA: Is the link
between alcohol and cardiovascular death among young Russian
men attributable to misclassification of acute alcohol intoxication?
Evidence from the city of Izhevsk. J Epidemiol Community Health 2002,
56:171–175.
39. Leon DA, Shkolnikov VM, McKee M, Kiryanov N, Andreev E: Alcohol
increases circulatory disease mortality in Russia: acute and chronic
effects or misattribution of cause? Int J Epidemiol 2010, 39:1279–1290.
40. Melander O, Newton-Cheh C, Almgren P, Hedblad B, Berglund G, Engstrom G,
Persson M, Smith JG, Magnusson M, Christensson A, Struck J, Morgenthaler NG,
Bergmann A, Pencina MJ, Wang TJ: Novel and conventional biomarkers for
prediction of incident cardiovascular events in the community. JAMA 2009,
302:49–57.
41. Lloyd-Jones DM: Cardiovascular risk prediction: basic concepts, current
status, and future directions. Circulation 2010, 121:1768–1777.
Vikhireva et al. BMC Public Health 2014, 14:1187 Page 8 of 8
http://www.biomedcentral.com/1471-2458/14/118742. Rose G: Sick individuals and sick populations. Int J Epidemiol 2001,
30:427–432.
43. Mendis S, Lindholm LH, Anderson SG, Alwan A, Koju R, Onwubere BJ, Kayani AM,
Abeysinghe N, Duneas A, Tabagari S, Fan W, Sarraf-Zadegan N, Nordet P,
Whitworth J, Heagerty A: Total cardiovascular risk approach to improve
efficiency of cardiovascular prevention in resource constrain settings.
J Clin Epidemiol 2011, 64:1451–1462.
doi:10.1186/1471-2458-14-1187
Cite this article as: Vikhireva et al.: Inclusion of hazardous drinking does
not improve the SCORE performance in men from Central and Eastern
Europe: the findings from the HAPIEE cohorts. BMC Public Health
2014 14:1187.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
